SUMMARY To compare the efficacy of two oesophageal tamponade tubes, 28 patients with endoscopically proven actively bleeding varices were randomly allocated to be intubated with either a newly available 4-lumen tube incorporating an extra lumen for oesophageal suction, or the modified 3-lumen Sengstaken tube. The patients and the nursing staff preferred using the 4-lumen tube and both aspiration pneumonias and balloon dysfunction occurred less frequently. Variceal haemorrhage was successfully controlled for the first 12 hours in most patients in the two treatment groups, although the incidence of re-bleeding at 48 hours after the tube had been deflated was high.
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Variceal haemorrhage is a life-threatening problem in patients with portal hypertension, and, despite the absence of controlled data, most clinicians would consider that oesophageal tamponade with the Sengstaken-Blakemore tube remains the most reliable non-surgical means of immediately controlling the bleeding.12 While oesophageal ulceration and pulmonary aspiration of gastric contents and saliva are serious complications of oesophageal tamponade,3 they can be minimised by limiting the duration of tamponade to approximately 24 hours,4 by avoiding traction and by adding a fourth lumen for continuous pharyngeal suction.5 Our experience, however, has shown that such complications still occur despite these safety measures and the close supervision by trained staff in a specialist unit. Recently a new oesophagogastric tamponade tube has become available to aid aspiration of pharyngeal collections of fluid and in this paper we report the results of a prospective trial designed to compare the efficacy of this tube with that of the modified 3-lumen Sengstaken tube previously used. Particular emphasis has been placed upon comparing ease of intubation, patient tolerance, and problems of tube management. 
PATIENTS
Twenty-eight consecutive patients with endoscopically proven active variceal haemorrhage6 took part in the trial and were randomly allocated for treatment with one of the two Sengstaken tubes. Six of the 14 patients treated with the 4-lumen tube and four of the 14 patients treated with the 3-lumen tube also received triglycyl hormonogen of lysinevasopressin intravenously in a dose of 2 mg fourhourly for five days.7 The two groups of patients were equally matched with respect to age, sex, and initial clinical grading according to the modified Child's classification by Pugh et al.8 (Table 1) .
Hepatic cirrhosis was the basis of the portal hypertension in 27 of the 28 patients, while in the one remaining patient the cause was portal vein thrombosis. 
Results

CONTROL OF BLEEDING
Initial control of bleeding was achieved in a high proportion of patients once the tubes were correctly positioned (Table 2 ). Only one of the 14 patients continued to bleed after intubation with the 3-lumen tube. The first two patients randomised to the 4-lumen tube group had to be withdrawn from the trial because of failure of intubation as described later, but, of the 12 remaining patients, only one continued to bleed and in this patient haemorrhage was subsequently arrested when the tube was repositioned and treatment with glypressin and vasopressin instituted. As Table 2 shows, bleeding was successfully controlled for the first 12 hours in most patients of both treatment groups. By 24 hours, however, a total of six patients in the 4-lumen tube group and four patients with the 3-lumen tube had re-bled, and by 48 hours at least half the patients in each group had sustained another variceal haemorrhage. Examination of the survival figures for that hospital ad- Intubation with the 3-lumen tube was free from difficulties, but there were problems on four occasions with the 4-lumen tube. During intubation of the first two patients an introducer was not used and the procedure failed. On two other occasions intubation had to be repeated because the introducer could not be withdrawn, although the tube was positioned correctly. No other problems were encountered once the 0.048 inch diameter nylon guide wire was routinely used as the introducer.
Gastric balloon dysfunction occurred in only one patient treated with the 4-lumen tube and was found to have been caused by blockage of the gastric balloon lumen. With the 3-lumen tube, leakage of at least 50% of the balloon contents occurred on three occasions. Oesophageal balloon pressure in the 4-lumen tube remained stable throughout, but it was usual for the oesophageal balloon pressure in the 3-lumen tube to decrease by 5-10 mmHg/h. In three patients a pressure drop of more than 10 mmHg/h was observed and in each case this was associated with rebleeding.
The specific complication of pulmonary aspiration was found on six occasions with the development of coarse basal crepitations and radiological changes. In one case, the abnormalities were severe enough to merit use of the term 'shock lung syndrome'. As far as could be determined, aspiration occurred after intubation and in each case was associated with obvious choking or retained secretions. Five out of the six episodes occurred in association with the 3-lumen tube, including the one case of 'shock lung syndrome'.
Discussion
As the purpose of the study was to compare the efficacy of the two types of oesophageal tamponade tubes, we were initially biased against the softer and more pliable 4-lumen tube because of the difficulties encountered during the intubation procedure. Once the problems were overcome by using an introducer wire, it became apparent to us that the 4-lumen tube has certain advantages over the modified 3-lumen tube. First and foremost, the patients tolerated this better, almost certainly because the tube is made of softer, more pliable rubber with smoother balloonto-tube mouldings. Incorporation of the oesophageal aspiration lumen into the tube also resulted in a more comfortable product. The lower frequency of dysfunction, particularly deflation, which occurred with the 4-lumen tube, was also likely to be due to the better moulding of the balloons to the tube. Nursing staff preferred the 4-lumen tube because the different lumens were clearly labelled and aspiration of the oesophageal secretions was easier. Furthermore, pulmonary aspiration occurred less often in the patients who had been intubated with the 4-rather than with the modified 3-lumen tube. Again, the reason for this is the better aspiration of pharyngeal and oesophageal secretions obtained with this type of tube.
Although the overall results of oesophageal tamponade were encouraging in that bleeding was controlled for 12 hours in most of the patients, the results highlight the point that oesophageal tamponade has to be considered at best as an early link in a planned chain of therapeutic events as an increasing number of patients re-bled between 12 and 48 hours after intubation. Patients who received glypressin as well as oesophageal tamponade appeared to fare better than those treated with tamponade alone and a controlled study is currently in progress to assess the validity of this suggestion. 
